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Summary We describe the first documented case of mycotic aneurysm caused by gas-forming
serotype K5, and rmpA and iucpositive Klebsiella pneumoniawith a hypermucoviscosity phenotype
in a diabetic patient. The patient received ceftriaxone for onemonth and underwent aorto-bi-iliac
grafting and inferior mesenteric artery reimplantation and recovered well.
# 2008 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.Introduction
Mycotic aneurysm caused by gas-forming Klebsiella pneumo-
niae has rarely been reported.1—6 We describe a 48-year-old
man who had a long history of diabetes mellitus without
medical control.
Case report
Ten days before admittance, he attended our emergency
department after experiencing fever and headache for one
week. Chest X-rays showed no pneumonia patch and urina-
lysis revealed no pyuria. Lumbar puncture was performed for
suspected meningitis; the cerebrospinal fluid was clear. His
white blood cell count was 8.28  109/l (72.3% neutrophils),* Corresponding author. Tel.: +886 2 23123456x65355;
fax: +886 2 23224263.
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doi:10.1016/j.ijid.2008.06.008C-reactive protein was 22 mg/dl (reference range <0.8 mg/
dl), blood sugar level was 304 mg/dl and two sets of blood
culture yielded no bacteria. Anti-HIV and VDRL were nega-
tive. Intravenous ceftriaxone (2 g every 12 hr) was adminis-
tered and his fever subsided gradually. He was willing to be
discharged after a three-day course of antibiotic treatment.
The fever relapsed one week later and the patient started
to suffer from intermittent abdominal pain. He also com-
plained of nausea with vomiting and constipation. White
blood cell count was 14.44  109/l (81.7% neutrophils) and
C-reactive protein was 15.57 mg/dl. Supine abdominal radio-
graphy revealed increased bowel gas without definite abnor-
mal gas patterns. Some fecal material was also noted. He still
felt abdominal discomfort despite an enema. Abdominal
computed tomography (CT) was arranged for suspected
intra-abdominal infection, revealing an air pocket at the
abdominal aorta near the iliac bifurcation (Figure 1A).
Mycotic aneurysm was strongly suspected and intravenous
ceftriaxone (2 g every 12 hr) was administered. Two sets of
blood culture yielded K. pneumoniae that was shown to bePublished by Elsevier Ltd. All rights reserved.
Figure 1 (A) CT revealing an air pocket at the abdominal aorta near the iliac bifurcation (arrow). (B) CT showing a 4.2  4.4 cm
aneurysm at the distal abdominal aorta, with mild soft tissue infiltration at the distal abdominal aorta and aortic bifurcation, following
a one-month course of ceftriaxone treatment.
e48 Y.-J. Chen et al.susceptible to cefazolin, cefmetazole, ceftriaxone and cipro-
floxacin, but resistant to ampicillin using the standard disk
diffusion method.
One month after antibiotic treatment of mycotic aneur-
ysm, abdominal CT showed a 4.2  4.0 cm aneurysm at the
distal abdominal aorta (Figure 1B). The patient underwent
aorto-bi-iliac grafting and inferior mesenteric artery (IMA)
reimplantation. No further discomfort was reported and the
patient was discharged home without obvious sequel. The
final pathology report disclosed necrotizing inflammation,
organized hematoma and bacterial clumps in the aortic wall,
which are compatible with mycotic aneurysm. Cholesterol
granulomas were also noted in the sclerotic wall, indicative
of underlying atherosclerosis.
Discussion
Strains of Salmonella species are themost common pathogens
in infected aortic aneurysms.7 Mycotic aneurysm caused by K.
pneumoniae has rarely been reported in the English-language
literature. Cases of K. pneumoniae mycotic aneurysm for
which clinical informationwas available weremostly reported
fromeastern Asia, including Japan and Taiwan, and themajor-
ity of these patients had diabetes mellitus.1—6 However, none
of them had gas-forming lesions in the infected aorta.
The pathophysiology of mycotic aneurysm consists of bac-
teremia with septic emboli and subsequent arterial wall inva-
sion, local proliferation of adjacent infectious lesion and
pathogens lodging in pre-existing aortic aneurysms in patients
with predisposing factors, such as hypertension, hyperlipide-
mia and diabetes mellitus.8 In our patient, diabetes mellitus
without control is the most prominent risk factor of mycotic
aneurysm, especially that caused by K. pneumoniae.
The K. pneumoniae isolate recovered from this patient
exhibited hypermucoviscosity phenotype, K5 serotype, and
was rmpA and iuc positive. The pathogenic role of this
phenotype/genotype associated with mycotic aneurysm in
our patient is unknown. Recently, capsular serotype K1 or K2
and iron uptake gene clusters (e.g. iuc), rather than magA
and rmpA, have been documented as major virulence deter-
minants of liver abscesses in Taiwan .9,10
In conclusion, this is the first documented case of mycotic
aneurysm caused by gas-forming serotype K5 K. pneumoniaein a diabetic patient. Early diagnosis, adequate antibiotic
treatment and surgical intervention are important for emer-
gency physicians to manage this rare but life-threatening
disease.
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